Results
The mean (SD) age of patients was 32.77 (7.83) years; 24 (58.54%) were women and 17 (46.41%) were men. Forty (97.6%) patients and 68 (82.9%) healthy subjects had at least one recurrent dream in the previous 2 months (odds ratio [OR] 68; 95%CI, 10.25 to 13.20; P = 0.02). In 40 (97.6%) patients and 10 (12.2%) control subjects, the recurrent dreams were frightening (OR 10, 95%CI, 1.33 to 208.92; P = 0.015).
Frequency distribution of dream content categories among patients with depression was as follows: death (87.80%), separation (70.73%), frightening animals (60.97%), frightening situations (58.53%), natural disasters (59.09%), aggression (48.78%), falling (43.90%), waste matters (43.90%), blood (41.49%), negative emotions (41.46%), bizarre elements (39.02%), punishment (26.83%), suicide and homicide (24.39%), and sexual harm (21.95%). All categories of dream content were more prevalent among patients with depression than among the control group.
Conclusion
In this study, we observed that many patients with depression whose chief complaint was not disturbing dreams had recurring and frightening dreams, when asked directly.
Exploring dream contents in patients with depression may be important from clinical points of view. For example, Agargun and others showed an association between repetitive and frightening dreams and suicidal tendency (5) . Diminishing frequency or even disappearance of recurrent dreams in patients with MDD show the effectiveness of treatment with antidepressants (6) . We recommend that physicians pay more attention to dream contents in patients with MDD, because these themes are unpleasant for patients, and trying to reduce them could help patients' improvement.
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Sensory Deprivation and Disorders of Perception
Dear Editor: Disorders of perceptions can be seen in schizophrenia, mania, delirium, metabolic and endocrinal disorders, epilepsy, brain tumors and drug intoxication, or by direct effects of some drugs (for example, hallucinogens). They can also be seen in the electrical stimulus of structures such as the amygdale and temporal cortex and in other pathologies of the brain (1) . Perceptual disorders can also be observed, except for brain pathology or psychopathology. In these cases, it is largely suggested that the reason for perceptual disorders is sensory deprivation. Even though the mechanism is not well known, it is believed to be similar to phantom extremity phenomenon (2).
In the literature, there are articles about visual hallucinations observed in patients having visual defects without suffering from any psychiatric disorder (2) (3) (4) (5) (6) . This was first claimed by Charles Bonnet, a Swiss scientist. Bonnet's grandfather experienced live visual hallucinations at age 89 years, 11 years after having cataract surgery (3). Interestingly, Bonnet himself suffered from visual defects and afterward had similar symptoms. Morisier first named this Charles Bonnet Syndrome (CBS) in 1938 (4) . Once the syndrome was named, many similar cases were reported, and diagnostic criteria were developed for CBS (5, 6) . In this article, we report on the case of a patient with auditory hallucinations in the left ear only. The patient has suffered from hearing loss in the left ear for 5 years, but has not used a hearing and for the last 2 years.
Case Report
A woman, aged 63 years, complained that she was hearing voices for the past 1½ to 2 years and that the voices had increased in the last month, especially at night. At first, she was afraid of the voices and thought she was mad; then she realized they were not real. She had hearing loss in her left ear following a car accident 5 years ago, and it was recommended that she use a hearing aid. Since the aid disturbed her ear, she used it irregularly for 3 years and not at all thereafter. Five to 6 months later, she started to hear voices. Everything was normal in the patient's psychiatric examination except for auditory hallucinations and anxious mood. There was no substance use or psychiatric illness in her history. Complete blood count, biochemical tests, thyroid function test, EEG, cranial computed tomography scan, and neurological examinations of the patient were normal. Her score on the Mini-Mental State Exam was 27. The Minnesota Multiphasic Personality Inventory and Beier Sentence Completion tests were evaluated as normal. Treatment was started with olanzapine 10 mg daily and diazepam 10 mg daily. Later, diazepam was stopped and continued by olanzapine 5 mg daily only. On the tenth day of treatment, the auditory hallucinations disappeared. The patient was observed for 10 months at regular intervals; she took olanzapine 5 mg daily and used a hearing aid for 7 months. During this time, no psychopathology had been detected.
How could sensory deprivation cause disorders of perception? Even though the mechanism is not well known, it is believed to work similarly to phantom extremity phenomenon. In phantom extremity phenomenon, the sensory deprivation could be due to amputation of a body part, damage of the sensory nerve, brachial plexus, or blockage of the spinal cord by anesthetic agent (2) . In this case report, the sensory deprivation now caused by damage to the auditory ways after an accident. In both cases, the stimuli going to the cortex were blocked. However, how the perceptual disorders occur is still not known. Perhaps the hallucinations are due to receptor hypersensitivity. This could be explained by examining the effective mechanisms of hallucinogens and aty pical antipsy chotics. Hallucinogens and serotonin-dopamine antagonists (SDAs) act through the same receptors but create different effects. Hallucinogens activate 5HT 2A , 5HT 2C , and 5HT 6 receptors and cause hallucinations. In contrast, SDAs block these receptors and prevent the formation of hallucinations (9) .
Could this patient be diagnosed with CBS? For now, the diagnosis criteria for CBS defined by various authors are as follows:
The patient should have complex visual hallucinations; insight should be partially or totally protected (that is, hallucinations should be perceived as unreal); there should not be delirium, and there should not be hallucinations in the other sensory organs (5, 6) . Our patient perceived the hallucinations as unreal and did not have delirium, but she could not be diagnosed with CBS because these criteria focus only on visual hallucinations. At this point the purpose is to possibly prevent discarding the diagnosis of not otherwise specified psychotic disorder, since auditory hallucinations are the most often observed perceptual disorders in schizophrenia. However, the patient's psychiatric examination and psychometric evaluation proved she had no psychosis. Further, auditory hallucinations were only in the ear with hearing loss, and our patient perceived these as unreal. In the literature, CBS cases with auditory hallucinations and auditory hallucinations in deaf patients have rarely been mentioned (7, 8, 10, 11) . Thus, according to us, the diagnosis of this patient was CBS. Within this context, we suggest that the diagnostic criteria of CBS could be enhanced. Additionally, if it could be proven that the patient did not suffer from psychosis and other perceptual disorders, except from visual hallucinations that could be seen in the other sensory organs with sensory deprivation, the diagnosis could again be CBS.
Response: The Internet's Impact on the Practice of Psychiatry
Instant messaging (IM), also known as "chat," is the text version of a phone call. It has gained rapid acceptance with teenagers and young adults, who prefer this form of communication over e-mail and phone calls, because of its immediacy and streamlined efficiency. It is similar to having a conversation with a person in the same room.
IM is gaining acceptance in the workplace and will likely become a core technology, much as e-mail is today. Security and auditing issues are critical concerns that must be addressed with respect to using IM in a health care environment, as patient confidentiality is of paramount importance. Security is a significant factor, since the text in an instant message is relayed to a Web server while en route to the person who will be the recipient of the message. This message can be viewed by anyone on the connection (that is, a service provider, employee, hacker, and so on). There are third party vendors that offer solutions to fill in the security and auditing gaps within IM by employing encryption algorithms and other measures.
Technical issues aside, Dr Balachandra's example illustrates how IM technology can be used to improve patient service when human resources, such as an interpreter, are unavailable. IM is a technology that is familiar to the hearing-impaired community (1) . IM also takes the guesswork out of penmanship as the message is in type and can easily be read. Dr Balachandra's example is a novel one and is relevant to the psychiatric community. Research is required to determine best practices and the economics of this technique.
